An "innocuous" attempt to decompress the stomach causing an "alarming" circuit leak Sir, Attempt to decompress the stomach causing an "alarming" circuit leak.
We would like to report a case of unusual circuit leak during conduct of anaesthesia, that occurred after insertion of nasogastric (NG) tube for gastric decompression. A 56-year-old male patient with a diagnosis of bilateral direct inguinal hernia was scheduled to undergo laparoscopic total abdominal preperitoneal repair under general anesthesia with controlled ventilation.
The anesthesia workstation GE Datex Ohmeda Aisys was checked for leaks and integrity before the patient was wheeled into the theater. Our patient was induced with propofol 100 mg intravenous (i.v.) and vecuronium 5 mg i.v. and intubated with size 8.5 ID cuffed endotracheal tube. Volume controlled ventilation was initiated with a tidal volume 450 ml at a respiratory rate of 12 breaths/ min. Fresh gas flows were reduced to 600 ml and end tidal agent monitored controlled flow (EndTidal Control in GE Datex Ohmeda Aisys) was started. After 5 min, a NG tube of size 16 FG was then introduced (on surgeon's request) in a blind fashion and gastric placement confirmed with auscultation over the epigastric area. Subsequently, the bellows collapsed, and there was a circuit leak alarm. The integrity of all circuit connections was checked. Vaporizer and soda lime canister, which had been refilled the previous day was also checked again for any improper assembly. We could not identify any other reason, which could be a potential cause of circuit leak. [1] We incidentally noticed that the closure of NG tube port reduced the amount of circuit leak. Tidal volume exhaled increased by about 70-100 ml. As the surgery had begun, and the abdomen was draped, we could not re-check the NG tube position by auscultation. When the NG tube port was dipped in a bowl of water, there was bubbling of air continuously. Removal of NG tube eliminated the circuit leak completely, and we could continue with volume-controlled ventilation with the initial ventilator parameters. It was then assumed that there was an inadvertent intratracheal placement of NG tube which resulted in a leak through the NG tube port as well as around the NG tube.
We report a very unusual, innocuous cause of circuit leak, which lead to serious problems with mechanical ventilation. Confirmation of NG tube by epigastric auscultation method may not be a foolproof technique of its proper placement. [2] Though rare, it is important for anesthesiologists to be aware of such a cause of circuit leak.
Fractured laryngeal mask airway: Hazards of excessive reuse
Sir, Laryngeal mask airway (LMA) is commonly used to secure an airway for day care, and other short duration surgical procedures. A 25-year-old male patient of American Society of Anesthesiologists (ASA) Grade 1 with fracture right side medial malleolus was scheduled to undergo open reduction and internal fixation. As the patient did not give consent for regional anesthesia, surgery was planned under general anesthesia with LMA. Intravenous access secured and standard monitoring were connected. General anesthesia was induced with injection propofol. The LMA size 4 (Intavent Orthofix Ltd., Maidenhead, UK) was inserted into the sniffing position. Anesthesia was maintained with oxygen, N 2 O, and sevoflurane with patient breathing spontaneously. At the emergence, the sudden disappearance of ETCO 2 trace on the monitor was noted. Immediately found that the shaft of LMA was bitten by the patient, and it was completely cut into two pieces. The distal shaft of LMA along with the connector to a breathing circuit fell apart and inflated LMA along with proximal part of the shaft was in the patient's mouth. Although the patient was breathing spontaneous, and vitals were stable, but still was not responding to calls. The mouth was opened by giving traction to the jaw, and part of LMA left inside the mouth was completely removed after deflation. The patient was oxygenated with face mask till he became completely awake and transported to the recovery room with stable vitals. There was a complete oblique fracture of shaft of LMA [ Figure 1 ]. After checking the records, it was confirmed that the LMA was reused 54 times due to the paucity of supply. Commonly damage to LMA occurs during emergence. [1, 2] Retrieval of all the pieces of fractured LMA is very important.
Though there were no adverse sequelae to the patient, but it is to be emphasized that inspite of being a reusable device, LMA should be thoroughly checked before and after each use. [3] As per manufacturer's instructions shaft or the tube of LMA should be checked for any blockage or loose particles inside the lumen, any discoloration, cuts or indentations. It should be checked for kinking by flexing the airway to 180°. The cuff should be checked for any air leakage or herniation. Herniation of the cuff may cause obstruction while use.
The incidence illustrates the hazards of excessive reuse of LMA leading to fracture of the LMA shaft with the
